a b s t r a c t
The data relates to the cohort of patients with atrial fibrillation (AF) from the National Health Insurance Research Database of Taiwan, "Rhythm Control Better Prevents Stroke and Mortality than Rate Control Strategies in Patients with Atrial Fibrillation -A Nationwide Cohort Study" (Weng et al., in press ). The AF patients might receive either rate or rhythm control strategy according to the medication used. The baseline medication in rate and rhythm control groups was included in this dataset. Multivariate Cox hazards regression model was used to evaluate the hazard ratio (HR) for major adverse cardiovascular events (MACE), including ischemic/hemorrhagic stroke and mortality in AF patients receiving rate or rhythm control. The occurrence of MACE was identified from the ICD-9 CM codes. The data also contains the HR for MACE The data has a real-world long-term cardiovascular outcome in AF patients undergoing different control strategies.
Subgroup analysis data identifies risk factors contributing to favorable/detrimental outcomes in AF patients and helps to find out the patients at risk.
Data
Taiwan National Health Insurance program started in 1995. In this program, over 99% of the Taiwanese population ( 23 million) is enrolled. The National Health Insurance Research Database of Taiwan includes records of outpatient visits, hospital admissions, prescriptions, and disease diagnoses, and is managed by the Taiwan National Health Research Institute (NHRI) [2, 3] . This data set contains AF patients retrieving from the National Health Insurance Research Database. AF patients receiving either rate or rhythm control strategies constitute the AF cohort (data set Fig. 1 ). The data of AF patients receiving rate versus rhythm control on major adverse cardiovascular event (MACE) stratified by CHA2DS2-VASc score is shown in Fig. 2 . The medication data used in this AF cohort is shown in Table 1 . Subgroup analysis data of the hazard ratio for stroke and death in this AF cohort are shown in the data set Tables 2A and 2B , respectively. The data of the hazard ratio for stroke, death and MACE by the rate/rhythm control duration is shown in Table 3 . 
Research database
The data set was created by a systemic randomized sampling of 1,000,000 patients from 1999 to 2010 in the National Health Insurance Research Database. This data set has been was confirmed to be representative of the general Taiwanese population. Since the patient's data was provided in an anonymous format, the written informed consents were waived. The creation of this data set was approved by the Institutional Review Board of Taichung Veterans General Hospital (CE13152B-4).
Patient population
To create the AF cohort data set, patients aged Z 18 years with a diagnosis of atrial flutter/ fibrillation (AF), were identified by the International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM) codes 427.3, 427.31, and 427.32. The diagnosis of AF was defined as three or more outpatient visits with a diagnostic code of AF within a year, or at least one hospitalization under an AF diagnostic code. The primary endpoints of the AF cohort were MACE, including hemorrhagic stroke (ICD-9-CM: 430-432), ischemic stroke (ICD-9-CM: 433-438), and death, therefore, patients were excluded from this cohort if they had experienced prior stroke or had died within one year of enrollment.
Definitions of medication use
Patients who had used any one of the anti-arrhythmic drug (AADs) for AF rhythm control, and had a defined daily dose (DDD) of Z30 within the first year of enrollment, were defined as the rhythm control group. The AADs and their classes for AF rhythm control included amiodarone (III), sotalol (III), propafenone (Ic), flecainide (Ic), quinidine (Ia), and procainamide (Ia). AF patients who received any rate control medications, including beta-blockers, calcium channel blockers (diltiazem, verapamil), and digitalis for Z30 DDD within the first year of enrollment constituted the rate control group. Patients who used both rhythm and rate control medications were classified as the rhythm control group. AF treatment strategies in this cohort were chosen by physicians' clinical discretion. Current use was defined as taking medication between the prescription date and the end date of drug supply. Discontinuation was defined as when no medication was refilled after the end date of drug prescription. The data set also contains commonly prescribed antithrombotic therapies, including warfarin, acetylsalicylic acid, and clopidogrel for analysis.
Outcomes and covariates
The baseline demographic data was recorded. Cardiovascular co-morbidities including hypertension, hyperlipidemia, liver disease, diabetes mellitus (DM), coronary heart disease (CHD), congestive heart failure (CHF), peripheral vascular disease (PVD), valvular heart disease (VHD), chronic obstructive pulmonary disease (COPD), and chronic kidney disease (CKD) were identified by the ICD-9-CM diagnostic code if the patient had at least 1 hospitalization or 3 consecutive outpatient visits under the diagnosis of the above listed diseases.
Statistical analysis
Continuous variables were presented as mean 7 standard deviations (SD), while proportions were used for categorical variables. Analysis of variance and Chi-square tests were used for comparing differences in the continuous and categorical variables. Multivariable Cox proportional hazard regression models were used to exclude confounding factors contributing to MACE occurrence (adjusted for age, gender, co-morbidities, and medications). A stratified analysis was used to evaluate the cardiovascular outcomes in patients with/without the specified medications. The rate control group served as the reference, and the occurrence of MACE in the rhythm control group was expressed by the hazard ratio (HR) and a 95% confidence interval (CI). All statistical analyses were carried out using SAS software version 9.2 (SAS Institute, Inc., Cary, NC, USA). A p value of o0.05 was considered statistically significant.
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